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Abstract   
 
Literature indicates a high prevalence of mental health illnesses among refugees, 
specifically posttraumatic stress disorder, and depression. These illnesses can 
have a negative impact across the life-course interrupting maternal and child 
health milestones. Mental health care services for refugees can be challenging to 
attain due to difficulties such as transportation and language. This paper will 
examine barriers to receiving care with a specific focus on the availability and 
quality of mental health interpreters in North Carolina. Interpreters can have an 
influence on refugees’ ability to access care, the quality of mental health services 
received, diagnosis, and therapy retention rates. In order to respond to the unmet 
mental health needs of refugees, the health community must respond by 
providing interpreters, and assuring these professionals receive comprehensive 
training. 
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Introduction  
 
In spite of the apparent level of emotional, and/or physical suffering 
experienced by refugees, access to mental health care remains scarce 
throughout their resettlement process in the U.S. Community organizations, 
refugees, and resettlement agencies seeking to attain mental health care face a 
number of obstacles in their ability to offer and utilize mental health services. 
Some of the most common barriers include knowledge of services, cultural 
competency of providers, and availability and quality of interpreters.1 
 The absence of mental health interventions or support for the 
development of coping strategies can make stressful and traumatic situations 
experienced by refugees manifest into severe mental illnesses. Numerous 
studies have found a high prevalence of psychopathology in refugees. 
Researchers indicate up to 40% of refugees in the United States have an unmet 
need of mental health care services for psychiatric disorders.2  
 This vulnerable population faces a unique trifold of stressors with probable 
influences on mental health, from the struggles in their country of origin, the 
migration to their country of asylum, and adaptation to their new environment.3, 4 
The most commonly cited diagnoses within this target group are anxiety, 
depression, and posttraumatic stress disorder (PTSD).5 The Harvard Program in 
Refugee Trauma (HPRT), one of the first programs to research the impacts of 
traumatic life experiences in refugee patients, found countless associations of 
these experiences with depression and PTSD.5 Without providing appropriate 
health services, these illnesses can have a substantial negative impact on an 
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individual’s quality of life. Negative influences can extend further into the family 
unit, and surrounding support system. Research has discovered that significant 
psychiatric impairment, as well as increased physical illness is frequently found in 
the spouse and children of a depressed individual. Children of a traumatized 
parent can experience dysregulated sleep, failure to reach developmental 
milestones, regressive behaviors, and social withdrawal.6 Additionally, highly 
depressed individuals often communicate their needs poorly to family members, 
experience insufficient immune functioning, and have higher rates of physical 
illnesses.7 From a maternal and child health perspective, this can have traumatic 
effects on women, children and their families over the life-course.  
Though we have become increasingly aware of the presence of mental 
health illnesses in refugees and their harmful impacts, improvements are still 
needed to provide a high quality of care. The purpose of this paper is to examine 
the unmet need for mental health services, and provide policy and program 
recommendations for improving mental health care services for refugees in North 
Carolina. This paper will examine the barriers to mental health care access with a 
specific focus on implementing quality interpreter training and providing federal 
funding assistance for interpreter services. By outlining the impacts that mental 
health can have on individuals, families, communities, and societies, this paper 
aims to highlight the growing need for mental health advocates for refugees in 
North Carolina. 
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Who are Refugees (United States and North Carolina Overview)? 
 For the purposes of this paper, it is important to understand the definition 
of refugee status, as opposed to asylum status or other immigration terms. 
According to section 101(a)(42) of the Immigration and Nationality Act, a refugee 
is defined as, “a person who is unable or unwilling to return to his or her country 
of nationality because of persecution or a well-founded fear of persecution on the 
account of race, religion, nationality, membership in a particular social group, or 
political opinion.” 8 
 In recent history, the United States has often been a haven for oppressed 
individuals, and families. This trend came about following the 1948 Displaced 
Persons Act, passed by the U.S. Congress. The Act focused on assisting victims 
of the Nazi government, providing legal employment rights and permanent 
residency to 400,000 Europeans, approximately 80,000 of which were displaced 
Jewish persons following the Holocaust. The Displaced Persons Act paved the 
way for subsequent action assisting those fleeing Communist regimes in 
countries such as China, Cuba, and Yugoslavia. After America withdrew from the 
Vietnam War in 1975, Congress recognized the need for resettlement services 
beyond legal status. This realization influenced the establishment of the Refugee 
Act of 1980, an act that standardized refugee resettlement services, clearly 
defined the term refugee, and sanctioned federal assistance.9,10 
More than 3 million refugees have been resettled in the United States 
since 1975, with annual admissions ranging from 27,100 to 207,116. Annual 
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arrivals on the national level vary drastically, depending on political climate and 
funding. State levels also vary based on resettlement capacity, with California, 
Michigan, New York, and Texas habitually receiving the highest numbers of 
refugees.8 During each fiscal year, the President of the United States releases a 
quota of refugees that will be authorized for admissions. At the commencement 
of the 2013 Fiscal Year, 70,000 Refugees were authorized for admittance; 
69,930 individuals from 65 countries were actually resettled during that year. 
Currently, the 2014 Fiscal Year ceiling has been set at 70,000 refugees.11 
Over the past decade, North Carolina has hovered around the 10th spot for 
states with the largest grand total of refugees accepted for resettlement. For the 
United States 2012 Fiscal Year, the most recent state-level data available, North 
Carolina resettled 2,110 individuals making it the 11th largest resettlement state. 
Among North Carolina’s grand total, the largest sub-groups came from Burma, 
Bhutan, Iraq, Somalia, Democratic Republic of the Congo (DRC), and Cuba.10 
These numbers, as demonstrated in Figure 1, are important to understand when 
advocating for specific cultural, and language needs of the resettlement process. 
Refugees are resettled in states based on the available funding and staff 
of local resettlement organizations. In North Carolina, these resettlement 
organizations can be found in Charlotte, Durham, Greensboro, High Point, New 
Bern and Raleigh.12 With Durham and Raleigh being only 25 miles apart and 
connected by many surrounding communities, the Triangle area (the Piedmont 
area of Durham, Raleigh and Chapel Hill) is placed in a unique position to 
collaborate with a vast majority of the refugees being resettled in North Carolina.  
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Figure 1: Country of Origin for Refugees Arriving in NC during the 2012 Fiscal Year 
 
Source: Fiscal Year 2012 Refugee Arrivals. [Office of Refugee Resettlement]. 2013. Available at: 
http://www.acf.hhs.gov/programs/orr/resource/fiscal-year-2012-refugee-arrivals. Accessed January 21, 
2014.  
 
 
Refugee Resettlement and Assistance  
 
 A person becomes a refugee long before arriving in their new host 
country, in a process that can take years. After fleeing from their home country, 
an individual can register with the United Nations High Commissioner for 
Refugees (UNHCR). The UNHCR completes a background check to ensure the 
individual qualifies under international law as a refugee. Once officially receiving 
international refugee status, the individual must be referred to the U.S. Refugee 
Admissions Program (USRAP) by UNHCR, an authorized non-governmental 
organization (NGO), or the U.S. Embassy. A case file is then prepared for the 
regional Resettlement Support Center (RSC), who provides this information to an 
officer of the Department of Homeland Security’s U.S. Citizenship and 
Immigration Services (DHS/USCIS). The officer will then conduct an interview 
with the individual to ensure they qualify as a refugee, not just under international 
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law, but also under U.S. law. An added difficulty in this process is the numerous 
times a refugee is forced to recount traumatic events in their life. In an entirely 
therapeutic setting, HRPT researchers have shown that highly traumatized 
patients can tolerate only limited discussions on their lives.5 Recounting this 
trauma for paperwork purposes without the assistance of mental health providers 
could be a difficult undertaking for refugees and have lasting negative effects.  
All of the aforementioned processes require a great deal of paperwork, and often 
involve searching for elusive information. Not only can refugees leave behind 
vital documents while fleeing, their original government may not obtain this data 
in the first place.13 For these reasons, paperwork can take years, and family 
members can move through the system at different rates. One individual can be 
resettled in their host country, while spouse, children or family members are left 
behind to complete paperwork, or were separated while fleeing. After resettling in 
their host country, a refugee can apply for reunification of family members14, 
however, this process has been known to take over a decade to complete in 
many cases.  
If the applicant’s paperwork is ultimately approved by DHS/USCIS, the 
refugee completes cultural orientation, a medical examination, and security 
clearances. While the refugee is completing these tasks, a final resettlement 
location plan is being created in the U.S.; the Department of State’s Bureau of 
Population, Refugees and Migration (PRM) and a Refugee Resettlement Agency 
work on this piece. Once the refugee has passed all of their security clearances, 
they depart for the U.S., where they will be met at the airport by their 
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resettlement agency.13 
 Upon arriving in the U.S., refugees receive both federal public assistance, 
and private assistance through the resettlement agency; this private assistance 
can vary greatly dependent upon the funding their assigned host agency has 
available. A Cooperative Agreement has been signed by all resettlement 
agencies with the State Department. During the first 30-90 days after the refugee 
arrival, the agency guarantees a core set of services, such as clothing, 
employment-training services, food, housing, and medical care.15 
 Public assistance for refugees is provided through the Cash and Medical 
Assistance (CMA) Program, a part of the Division of Refugee Assistance at the 
Office of Refugee Resettlement (ORR). States are reimbursed 100 percent by 
CMA for the following programs: Refugee Cash Assistance (RCA), Refugee 
Medical Assistance (RMA), and Unaccompanied Refugee Minors. State level 
rules, payment levels, and the amount of time refugees are eligible for RCA and 
Temporary Assistance for Needy Families (TANF) vary by state. Additionally, 
refugee families may be eligible for RCA and RMA for eight months after their 
U.S. arrival, if they do not quality for TANF.15  
 In North Carolina, resettlement agencies help refugees to choose between 
Match Grant (MG) or Refugee Assistance Program (RAP) through the ORR 
funding. The Match Grant program is for refugees that will likely be economically 
self-sufficient within six months, without support from public cash assistance.  
During the 180-day period of Match Grant, the resettlement agency must provide 
case management, cash allowance, employment services, food subsidies, 
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housing and transportation.16 After this 180-day period, if a refugee has not 
become economically self-sufficient they may be eligible for other programs such 
as RAP. Refugees who have been in the U.S. more than 30 days, but less than 5 
years and are not yet economically self-sufficient may be eligible for RAP. In this 
program, the resettlement agency provides case management, employment 
services and assistance in enrolling in public cash assistance such as RCA and 
TANF.17,18 
 
The Impact of Mental Health on MCH  
 
Due to the stressors to which they have been exposed, refugees are at a 
high risk for the development of emotional and behavioral complications that can 
lead to mental illnesses. These stressors can include witnessing or personally 
experiencing torture or violence; losing a family member or a child; or in the case 
of children, being under the watch of one who is too stressed themselves to 
focus on a child’s emotional needs.19 This leaves refugees across the life-course 
susceptible to illnesses that could influence achievement of maternal and child 
health developmental milestones, ranging from increased risk for postpartum 
depression to harmed mother-infant interactions and disturbed development in 
children.  
The prevalence of refugee adults with PTSD is estimated to be 10-40%, 
and  the prevalence of major depression ranges from 5-15%.20 The U.S. adult 
population has a 3.5% prevalence of PTSD, and 6.7% prevalence of major 
depression, demonstrating the tremendous disparity among refugees.21 Children 
tend to experience higher levels of mental illnesses among refugees; research 
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shows a prevalence of PTSD from 50-90%, and 6-40% for major depression.20 
Additionally, children ages 0-6 who are exposed to trauma are prone to show 
excessive displays of anger, demanding attention through negative behaviors, 
display regressive behaviors, startle easily, fear adults who remind them of the 
traumatic event, show excessive irritability and sadness, exhibit attachment 
disorders, and act withdrawn.22  
Though many guardians feel children are too young to comprehend 
traumatic events, research illustrates that children who experience trauma, 
especially young children (aged 0-6), are at increased risked for complications in 
brain development.23 The human brain rapidly develops at an early age, from 
birth to 2 years old, creating increased neuron connections and growth in cell 
size.23 A reduced size in the human brain cortex, which has been observed in 
children exposed to trauma, can negatively impact attention span, language 
acquisition, memory, perceptions of reality, and cognitive processing. In addition, 
a brain cortex that does not develop to its potential size may affect an individual’s 
IQ and their capability to regulate emotions. Children in these traumatic situations 
are more likely to have digestive problems, enuresis, headaches, and sleep 
difficulties. 22 
In children and adults, a high level of stress frequently produces 
adrenaline. This response is vital to our survival and allows the body to efficiently 
deal with stress, as it assembles energy stores and modifies blood flow. In the 
same way, our bodies also produce cortisol during stress to help us cope. 
However, prolonged release of adrenaline and cortisol in an individual’s body has 
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destructive effects. Cortisol will subdue immune responses and control gene 
expression within neural circuits that are associated with emotion and memory. 
Having an increased activation of adrenaline and cortisol can severely harm 
brain development well beyond the actual exposure to stress. Furthermore, 
researchers have seen damage to the hippocampus region of the brain in 
children and adults due to sustained high-level releases of cortisol; a damaged 
hippocampus can harm an individual’s ability to learn, retain memories and cope 
with stress.24 All of these scientific findings suggest that individuals affected by 
trauma and left without access to mental health care resources will continue to 
experience the negative effects of stress well into the future. 24 Many of the 
physiological brain development symptoms share the same or similar signs of the 
most common mental illnesses found in refugees.  
The most common diagnoses of refugees with mental illnesses are PTSD, 
depression, anxiety, and sleep disorders.3 According to the National Institute of 
Mental Health, symptoms of PTSD include flashbacks, angry outbursts, feeling 
tense, being easily startled, loss of interest in once enjoyed activities, and strong 
feelings of guilt and worry. Similarly, depression is often characterized by anxious 
or empty feelings, decreased energy, excessive sleep or insomnia, irritability, 
difficulty concentrating and making decisions, loss of interest in once enjoyed 
activities, pessimism, persistent sadness, and suicidal thoughts. This illness can 
also be coupled with several physical symptoms, such as aches, cramps, 
headaches, and digestive problems. 21 The symptoms and illnesses described 
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would be problematic for any individual attempting to go about their daily life, but 
recently resettled refugees experience unique additional stressors.  
Within the first month of resettlement, refugees are working on 
acculturating to a new nation, looking for a stable source of income and learning 
a new language. Meanwhile, they are frequently socially isolated, especially if 
they are separated from family members due to the abovementioned 
resettlement process. Completing these tasks while experiencing any of the 
aforementioned symptoms can be a daunting job, especially when left without the 
assistance of mental health care services. 
 
Barriers to Mental Health Care Access  
 
Offering mental health services, or utilizing them, presents many unique 
obstacles to refugees. Some of the most commonly cited barriers include lack of 
transportation, absence of interpreter services, inadequate health knowledge 
among refugees, and lack of cultural competency among providers.1 For the 
purpose of this paper, the focus will be on the need for quality mental health 
interpreters, comprehensive interpreter certification programs, and 
reimbursement for these services. 
Federal Law under Title VI of the 1964 Civil Rights Act requires all 
providers who bill Medicaid, including any mental health care professionals to 
provide interpreters for patients. This law prohibits requiring patients to pay for 
their interpreters if the provider receives federal funds.1 Even with this law in 
place, it is rarely monitored and patients have been asked to provide their own 
interpreters. Furthermore, the law does not state legal requirements for 
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interpreter training or certification, and does not provide additional funding 
sources for providers to cover the cost of interpreters, often making available 
interpreter services inadequate. Untrained medical staff with varying ranges of 
fluency, or children and other family members, regularly act as interpreters.25 
Interpreting errors are regularly present with untrained interpreters; errors 
can be misdiagnoses of delusional disorders or disordered thinking due to 
distortion by the interpretation. Errors can also lead to providers missing 
diagnosis because of an inaccurate report of patient’s delusional or disordered 
thinking.26 One South African study looking at mental health interpreters found 
the most common errors included omission, substitutions, and additions, with 
omissions making up 42% of the errors. Of the total interpreter errors found in 
this study, 46% of them were said to impact the clinical session goal. Issues that 
may seem small, such as using third person instead of first person can impact a 
patient’s diagnosis. A patient who says they have noticed their own abnormal 
behavior shows insight into their condition, whereas someone else stating this 
change in behavior indicates a lack of patient awareness and influences their 
diagnosis. Without formal training in psychiatric issues, interpreters in this study 
lacked understanding of key factors in psychiatric evaluations, such as patient 
insight. Additionally, the study noticed that interpreters tended to ask numerous 
questions that were not initiated by the clinician, speak on behalf of the patient, 
and used brief, summarized responses of patients’ words. Interpreters expressed 
their constant struggle with wanting to advocate for patients, but also wanting to 
align their practice with institutional goals.27 
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A Connecticut study working with refugees from Southeast Asia looked at 
the barriers to continued mental health care service use. This study found that 
those with higher trauma symptoms were more likely to report poor 
communication with their healthcare provider and need for a quality interpreter.28 
Practitioners noted their expectation that quality interpreters should be individuals 
who provide not just language assistance, but also reflect empathy and 
understanding of clients’ emotions.29 Another study looking at mental health care 
utilization found that patients who were more proficient in English and those who 
were given a mental health diagnosis were more likely to use mental health 
services. The study noted that patients born outside of the U.S. were more likely 
to underutilize health services due to language barriers.30 
Additional barriers arise for mental health interpreting with the limited 
availability of less commonly spoken languages. Even when an individual speaks 
multiple languages, the language in which an interpreter is available may not be 
the patient’s native language. Distorted or incomplete assessments in mental 
health settings can happen when a patient is evaluated in a non-primary 
language.26 Moreover, some languages do not have exact translations for some 
mental health terms, which can make the process even more difficult.31 
Even in the presence of the aforementioned difficulties, research shows a 
significant improvement in health access and health outcomes in health care 
settings that utilize quality interpreters. A 2012 study found that trained 
interpreters in hospital settings made nearly two-thirds fewer clinically significant 
errors. In this study, trained interpreters (professionally trained, and having 
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completed a minimum of 100 training hours) made a 2% proportion of errors, 
while those with less training were at a proportion of 12%, and errors were made 
at a proportion of 22% for those serving as ad hoc interpreters.25  
Without a legal requirement for interpreter training, many institutions 
perceive expense of providing professional interpreting services as a barrier. 
However, research illustrates that not only is investment in professional 
interpreting services minimal, it also provides net cost savings. Initial costs are 
higher, but long-term costs are kept down by avoiding problems, such as 
unnecessary assessments, misdiagnosis, and increased number of visits.29  
The research shows professional interpreters can improve collaborative 
treatment plans, diagnostic agreement between patient and provider, disclosure, 
and specialty care referrals.26 Quality interpreters can benefit institutions 
financially, and provide professional skills that are very difficult for untrained 
interpreters to attain.29 Working with a trained interpreter should not be a 
privilege for patients, but an expectation and a civil right when receiving health 
services.  
 
Interpreter Certification, Recruitment and Training 
 
 Though Title VI requires the use of interpreters in hospital and Medicaid 
billing health facilities, there are no laws in North Carolina requiring interpreter 
certification nor does the state provide a certification program for interpreters in 
health fields.32 At this time, there are several national level certification programs 
available, such as the National Board of Certification for Medical Interpreters33, 
National Standards of Healthcare Interpreter Training Programs34, and Mental 
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Health Interpreter Training, under the National Latino Behavioral Health 
Association.35 However, barriers remain high for agencies hoping to utilize these 
programs, especially for organizations that are understaffed, on strict budgets, 
and have difficulty retaining interpreters. For individual interpreters, there is little 
to no incentive for attaining these certifications beyond personal professional 
development goals, and currently no legal ramifications for choosing not to seek 
out these certifications.  
 To better understand the recruitment and training process for mental 
health interpreters in North Carolina, several local agencies were interviewed and 
contacted for input. These agencies include Cardinal Innovations Healthcare 
Solutions, Church World Service- RDU, North Carolina United States Committee 
fir Refugees and Immigrants (USCRI), the Voice of Love and UNC Global 
Transmigration – Refugee Mental Health and Wellness Initiative. Interviewees 
agreed that it is a decision up to individual agencies providing interpreters 
whether or not to train interpreters, and to what degree of training they will 
provide. Additionally, they expressed a unified concern that mental health 
agencies often ask clients to bring their own interpreter, and rarely question what 
level of training the interpreter has received.  
 Most organizations stated that they did not have a difficult time recruiting 
interpreters; the challenge was in retaining interpreters and providing quality 
training, especially for languages outside of Spanish. There are several Spanish 
interpreter programs available in the triangle, but outside of this language, health 
professionals often rely on phone language lines. Though this service bridges a 
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gap for many languages, it is not an ideal service for those in longer-term care, 
such as mental health settings. Referring back to Figure 1, languages of need in 
North Carolina habitually include Arabic, Bhutani, Burmese, Chin, Dzongkha, 
Farsi, French, Karen, and Somali. For agencies that prefer not to use the 
aforementioned phone language lines, recruitment typically happens internally 
from resettlement agencies or by word-of-mouth through refugee and immigrant 
communities. Staff in need of interpreters are looking for individuals with not only 
a high English language proficiency, but also cultural and linguistic understanding 
of a needed language. After recruitment, the next step is to test the English level 
of potential interpreters; organizations such as USCRI and CWS-RDU do this 
through a pre-screen test with oral and written English sections that include 
areas of difficulty, such as idioms. 
 Upon passing the English exam, USCRI hosts a health interpreter training 
program that consists of 40 hours over several weekends. This training program 
begins with review of the code of ethics, confidentiality, and standards of practice 
created by the National Counsel of Interpreters. Case examples are then studied 
and discussed to examine ethical dilemmas, professional boundaries, how to 
improve communication skills, and protecting the patient’s best interest. Like 
many others, this specific training is geared more toward medical interpreters; 
vocabulary review sections focus on anatomy terms, attendees are asked to 
review an anatomy glossary for their homework assignments, and Emergency 
Room examples are used to identify the differences between triage nurses, 
doctors, and various health professionals in the medical setting. At this time, the 
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mental health portion of their training briefly asks interpreters to discuss what 
mental health is and how communities they work in react to mental health, as 
well as reflect on cultural attitudes of mental health, and discuss clients who are 
resistant to therapy and levels of drug use versus abuse. Though the training 
does briefly look at mental health, this agency and others interviewed admittedly 
stated they would welcome a mental health specific training program if time and 
funding allowed.  
 One of the leading training organizations available for interpreters working 
with survivors of torture, war trauma and sexual violence is The Voice of Love 
(VOL). The mission of VOL is to increase the number of qualified and trauma-
trained interpreters accessible to health service providers through the assistance 
of a network of knowledgeable volunteers. VOL began with over 100 volunteers 
including clinicians, legal interpreters, community advocates, medical 
interpreters, mental health specialists, refugee resettlement staff, social workers, 
therapists and others. These volunteers work to review interpreter training 
documents, discuss best practices, and formulate a comprehensive interpreter 
training curriculum. To date, there is no other project in the world like this one. 
The key objectives of VOL consist of creating quality training materials and 
programs for interpreters, providers and interpreter trainers, and creating a 
database of trauma-trained interpreters who are available for face-to-face, 
telephone or video contact. Throughout the year, VOL hosts ‘Healing Voices’, a 
five-day training program for interpreters working in torture treatment programs or 
refugee resettlement mental health programs. Though two full-price and three 
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half-price scholarships are available to attendees, the overall cost of training is 
$700. As mentioned, funding can be a major barrier to agencies seeking to 
provide training. Fortunately, the organization does offer brief guides, training 
manuals and all work products at no cost for those agencies working directly with 
survivors of trauma and torture.37 
 With organizations such as VOL, there is no shortage of high-level 
curriculum and training tools available to mental health interpreters. The current 
problem is making these trainings financially accessible and compulsory for 
interpreters and agencies that use interpreters. We must not simply offer these 
trainings, but implement them as a basis for certification in the efforts to provide 
quality mental health care access to refugees. 
                          
Policy and Program Recommendation  
 
Program-level Advocacy, Funding and Reporting 
As previously mentioned, Title VI requires health professionals who bill 
Medicaid to provide interpreters; however, this law does not require 
reimbursement for the use of these interpreters through Medicaid.1 Without the 
reimbursement available, healthcare workers will often use ad hoc interpreters, 
or will require clients to pay for their own interpreters. The latter example is a 
violation of Title VI. Program level advocacy is needed to eliminate these 
violations. Organizations who work directly with refugees, such as resettlement 
agencies, need to be diligent with their documentation and reporting. These 
organizations could support changes by providing detailed records of health 
providers that bill Medicaid, but that ask clients to bring their own interpreters or 
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refuse to pay for interpreter services. These local organizations could create a 
collaborative document to report violations, bringing awareness to the scope of 
this issue. 
The impact of quality interpreters is an additional data measurement that 
is important for local organizations to maintain for advocacy. Many local 
resettlement organizations have been applying for grants or receiving outside 
funding to train interpreters used in their agencies. Data that points to the 
improvement of the quality of care refugees are receiving while utilizing trained 
interpreters is key, along with data that demonstrates the organizations’ ability to 
address refugees’ needs with the use of interpreters. Using agencies’ collected 
data, and literature such as the research discussed in this paper, it is essential 
for programs to lobby state law makers, presenting the unmet needs of refugees 
and the impact that policy level changes toward interpretation could have on their 
health outcomes. 
Reimbursement for Interpreter Services 
Lack of reimbursement for services is arguably one of the biggest barriers 
for employing quality interpreters. Through Medicaid and the State Children’s 
Health Insurance Program (SCHIP), language services are eligible for 
reimbursement with federal matching funds. This reimbursement option is 
decided on a state-by-state basis, therefore providers who bill Medicaid are 
unable to receive payments for interpreter services unless their state has chosen 
to provide them. At present, North Carolina does not utilize federal funds to 
reimburse interpreter services36; only 13 states and the District of Columbia have 
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expanded their Medicaid to provide this form of reimbursement.38 Providers are 
left in a bind; they are required to provide interpreters through Title VI, but they 
are in no way reimbursed. At the policy level, North Carolina needs to expand 
Medicaid services to include interpreter reimbursement. Without this expansion, 
those who have legal protection under federal law to receive healthcare access 
are experiencing an unethical obstruction to these services.  
State-level Interpreter Certification 
To initiate this Medicaid expansion it is imperative to implement state-level 
interpreter certification standards to guarantee a high level of care in North 
Carolina. With programs such as VOL available, the capacity exists to create a 
curriculum for state or national certification. The task moving forward will be to 
look at funding, potentially through grants or scholarships to access this training 
and certification. The expansion of Medicaid coupled with certification 
requirements could be a catalyst for increasing the job potential of interpreters. 
With federal funding available, interpreters would be financially compensated 
appropriately for their services; removing the financial burden on health 
professionals seeking to use interpreters and providing high quality interpreters 
through certification would likely create job growth in the interpreter field. This in 
turn could assist retention rates of interpreters, as well as the ability for 
individuals to pay for certification with the increased financial opportunities. 
Educating Providers 
The final recommendation drawn from this research is to educate 
providers on the dangers of using untrained interpreters. This could be 
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implemented through community health outreach events, reaching out to local 
providers who work with refugees or in the field of mental health to host 
educational sessions and potentially online training modules. As research has 
shown, providers’ ability to understand and assist their patients can be greatly 
influenced by an interpreter. Providers who are more knowledgeable on the 
importance of quality interpreters will be able to back resettlement agencies in 
their advocacy work toward state and federal level changes, supporting 
interpreter certification and funding.  
 
Conclusion 
 As North Carolina continues to be one of the top states in the U.S. for 
resettling refugees, it is crucial that we expand the support offered to these 
individuals.10 At present, we know that up to 40% of refugees resettled into our 
communities have unmet mental health care needs for psychiatric disorders.2 
Allowing these issues to manifest into advanced disorders harms not only the 
individual, but their family and our community as a whole. Implementing 
preventable measures in mental healthcare settings can assist refugees to 
overcome their trauma and be productive citizens in our communities.  
 We know that one of the largest barriers to mental healthcare access is 
the availability of quality interpreters. With no legal requirements, family members 
or non-fluent speakers step in to represent clients. Research shows that 
untrained interpreters can negatively impact clinical sessions through errors such 
as omission, substitution and addition that often lead to misdiagnosis and harmful 
therapy plans.27 Trained interpreters in healthcare settings have been shown to 
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make significantly fewer errors;25 in the process they facilitate the construction of 
more effective treatment plans, improve the accuracy of diagnoses,26 and 
financially assist agencies that use their services.29 
 Until our state expands Medicaid coverage or offers supplementary 
funding assistance to interpreters and providers, we are denying refugees their 
right to equal healthcare access. Agencies working with refugees and health 
professionals must work to be frontline advocates for state-level policy changes, 
as well as for the implementation of mandatory certifications that increase the 
number of qualified interpreters in our healthcare workforce. There is a clear and 
growing need for mental healthcare service expansions for refugees being 
resettled in our country. Until the presence of trained interpreters becomes 
customary practice in mental healthcare settings across North Carolina, the need 
for advocates remains urgent. 
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